Abstract: The desmoplastic ameloblastoma (DA) is a rare variant of the conventional ameloblastoma. It accounts for only 4% to 13% of all ameloblastomas. In this article, we describe the case of a young child affected by a giant neglected DA of the jaw. Preoperative biopsy demonstrated the extremely rare osteoplastic variant of DA. The patient was submitted to segmental mandibulectomy and immediate reconstruction with a free fibula osseous flap. The postoperative period was uneventful. The patient was very satisfied with the functional and aesthetic results of the procedure. In case of such rare variants of ameloblastoma, it is mandatory to preoperatively recognize them to allow the adequate treatment modality to be provided.
Until now, only 162 cases have been reported in literature. 4 The DA was first described by Eversole et al 5 in 1984 as a new type of ameloblastoma with unique histologic pattern characterized by the presence of islands of ameloblastic columnar cells surrounding spindle-shaped stellate reticulumYlike cells in a stroma with marked desmoplasia.
Histologically, 2 desmoplastic variants of ameloblastoma have been described: the simple desmoplastic and the desmoplastic with osteoplastic. The last one is rare and accounts for only 12% of all DAs. 4 Radiologically, this tumor appears as unilocular or multilocular radiolucencies, and in most cases, its aspect can be very similar to a fibro-osseous lesion. 6 A differential diagnosis between the osteoplastic variant and fibro-osseous lesions such as fibrous dysplasia or ossifying fibroma can be very difficult.
Different methods of treatment have been described, but most authors agree that the management of solid ameloblastoma should be radical and primary curative. The conservative therapy, such as enucleation, is associated with high rate of recurrences. 7 Only few cases of DAs have been described in children. 8 In case of an extensive and life-threatening tumor, the treatment in children can be a challenging procedure. The main concerns are about the amount of resection, the skin elasticity, the immediate reconstruction related with the potential future jaw development, and the oral rehabilitation. 9 In this article, we present a case of a young child affected by a rare osteoplastic variant of a giant mandibular DA, treated by radical resection of the affected mandible and immediately reconstructed with a free fibula flap.
CLINICAL REPORT
A 13-year-old Tanzanian child was referred to us for the treatment of a mandibular tumor that had gradually increased, reaching huge proportions (Fig. 1) . The patient had no intelligible speaking and showed difficulties in eating and swallowing. Preoperative biopsy demonstrated the rare osteoplastic variant of a DA. The diagnosis was confirmed by the computed tomographic (CT) scan, which showed a mixed radiolucent and radiopaque tumor, involving the body of the mandible from angle to angle (Fig. 2) . After threedimensional reconstruction of the CT images, a plastic model of the inferior dental arch was prefabricated in the presurgical phase serving as a guide to ensure the anatomically correct shape of the reconstructed mandible (Fig. 3) .
Segmental mandibulectomy was performed to remove the lesion, with a safety margin of 1 cm of the normal bone beyond the tumor. The mass measured 20.4 Â 16.2 Â 12.5 cm; the weight was 1.360 kg. The borders of the resection were histologically examined and free of tumor. Because DA tends to be less biologically aggressive than conventional ameloblastoma, we carried out a subperiosteal dissection, except for an intraoral periosteal paddle that we removed together with the overlying mucosa. Our surgical strategy was validated by the lack of superficial cortical bone involvement at histologic examination. The marginal mandibular branch of the facial nerve was preserved by raising a ''visor'' neck skin flap after identification of the facial vessels.
The resulting defect was immediately reconstructed with a free fibula osseous flap. The length of the harvested fibula was 17 cm. Three osteotomies were performed to maximize the curvature of the reconstructed bone. We used miniplates and screws to fix each osteotomy site and between the flap and the native mandible (Fig. 4) . To improve its function, we wrapped the fibular bone with the left periosteum and secured the genioglossus muscle to the medial point of the new mandible (Fig. 5 ). The peroneal artery was anastomosed to the right lingual artery; and the vein, to the homolateral facial vein. The excess submental skin was removed through the incision that we used to take out the mass. We decided to avoid the commissuroplasty considering the postoperative risk of hypertrophic scar or keloid, which occur more often in blacks than in whites.
The patient made an uneventful recovery. He began selfambulation with crutches 6 days after surgery. Oral fluids were started 9 days after surgery; soft diet was resumed after 15 days. Once the tracheostomy tube was removed, the patient was immediately able to come back to an intelligible speaking.
Before hospital discharge, the patient was submitted to a postoperative three-dimensional CT scan, showing the optimal shaping of the reconstructed bone (Fig. 6) .
One month after the operation, the swelling was drastically reduced (Fig. 7) . The distance between the labial commissures decreased from 11 to 6 cm, confirming the well-known elastic properties of the young skin. The patient could speak, smile, and eat a soft diet. The deambulation was completely restored.
DISCUSSION
The DA is an unusual variant of ameloblastoma, which has a low occurrence rate and is characterized by marked stromal desmoplasia. This tumor is most commonly found in the fourth and the fifth decades of life, with no sex predilection. 10, 11 Usually, DA is smaller than other types of ameloblastoma, but if neglected, it can be very extensive and destructive, requiring wide excision. More frequently, it occurs in the anterior part of the jaws, and there is no difference in prevalence between the maxilla and the mandible. 3 The main clinical symptom is a painless swelling with buccal expansion of the mass and teeth displacement. 12 Radiologically, there is no any agreement among DA reviews as to whether it deals with a radiolucent or mixed radiolucentradiopaque lesion. 10, 12 In a recent article, Effiom and Odukoya 4 stated that multilocular radiolucency is the predominant radiographic presentation of the desmoplastic variant of the DA. In contrast, the variant with osteoplasia presented as a mixed radiolucent and radiopaque appearance, thereby mimicking a fibro-osseous lesion. Scattered epithelial nests and extensive desmoplasia are prominent histopathologic features of the DAs. 13 Most of them contain cords of odontogenic epithelium but with the tendency to lack the more typical follicular pattern. Characteristic ameloblastic columnar cells may be scant, and the peripheral palisade aspect may be absent. Philipsen et al 14 remarked the synthesis of extracellular fibrous proteins, which have been attributed to desmoplasia seen in these tumors. Furthermore, the de novo synthesis of extracellular proteins could serve as nidus for calcification seen in the DA with osteoplasia.
Concerning the biologic behavior of DA, the World Health Organization classification of odontogenic tumors states that DA, such as unicystic and peripheral ameloblastoma, possibly has a lower recurrence rate than other ameloblastomas. 15 This fact is supported by a recent study where the estimated mean growth rate of DA was found to be significantly lower than that of the conventional ameloblastoma. 4 It suggests that DA should be considered less biologically aggressive. It could be speculated that the desmoplasia in DA might act as a limiting barrier for local spread of the tumor cells compared with the conventional ameloblastoma where such barrier is absent. This evidence strongly influences the therapy strategies of DA.
Two different ways of treatment of ameloblastoma are mentioned: the conservative way or the radical way. Conservative surgical procedures such as enucleation, marsupialization, or curettage are considered useful in unicystic ameloblastomas 16 but showed high recurrence rate. 17, 18 Radical operative procedures are recommended for conventional ameloblastomas, especially in case of extensive tumors. The removal of a great amount of unaffected bone beyond the clinical tumor margins helps to ensure clearance from microscopic infiltration. 1, 7, 19, 20 In view of the paucity of DA case series and only limited understanding of its biologic behavior and prognosis, the proper treatment strategies for DA are still not entirely defined. In our case, the histopathologic evidence of the biopsy could suggest a conservative approach, but the huge proportions of the mass required a more radical strategy. 1, 4 We finally opted for a radical procedure so as a segmental mandibulectomy with safety margins of resection. However, because the superficial cortical bone appeared uninvolved, we performed a subperiosteal dissection to wrap the fibular bone with the left periosteum, improving function and aesthetics.
It is widely recognized that jaw reconstruction after segmental mandibulectomy can provide good oral function and high quality of life. 1, 20, 21 Immediate reconstruction is especially important because unobliterated dead space can accumulate fluids and cause secondary infections, leading to unsightly appearance and functional impairments. 22, 23 It is demonstrated that there is less contraction, scarring, and morbidity with immediate reconstruction strategy. 24 Moreover, the single-stage procedure reduces inpatient stay and related costs while restoring aesthetics and function more quickly.
Reconstruction of large segmental mandibular defects requires the restoration of jaw continuity, a good quality bulky bone, and soft tissue, if necessary. With this indication, osseous free flaps can be obtained from the fibula, iliac crest, scapula, rib, and radius. 25 In our case, we performed an immediate reconstruction with a free fibula osseous flap. We think that free fibula flap provides several advantages over other donor sites. These include bone length, ease of flap dissection, a 2-team approach, long pedicles with large caliber vessels, and minimal donor-site morbidity. Moreover, this flap offers excellent bicortical bone stock for dental implant placement. With a variable number of osteotomies and a minor added time, it is also possible to recreate the bone curvature. We strongly recommend using a plastic model of the inferior dental arch as a guide to ensure the anatomically correct shape of the reconstructed mandible.
In this patient, a close follow-up will be mandatory. Orthodontic treatment of the superior dental arch and implant-supported rehabilitation of the inferior one will be the next therapeutic steps. Skin elasticity will be monitored to be sure that it is able to restore the normal facial profile and maintain lip competence. The future development of the reconstructed mandible will be also closely followed up. It will be interesting to observe if the condyle ossification nucleus are able to ensure an equilibrated growth of both dental arches. Changing in the correct dental occlusion will be the proof of an incorrect development process of the reconstructed mandible.
CONCLUSIONS
Desmoplastic ameloblastoma with osteoplasia is an extremely very rare variant of ameloblastoma. It must be preoperatively recognized to allow the adequate treatment modality to be provided. The huge proportions of the tumor and the young age of the patient made this case a good example of the high success of the single-stage procedure. Segmental mandibulectomy and immediate reconstruction with free fibula flap provided very satisfactory functional and aesthetic results for the patient.
Abstract: Gingival overgrowth (GO) may be related to the frequent use of certain medications, such as cyclosporin, phenytoin (PHT), and nifedipine, and is therefore denominated drug-induced GO. This article reports a case of a patient who with chronic periodontitis made use of PHT and presented generalized GO. A 30-year-old man with GO was referred to the clinic of the Universidade Estadual Paulista, Brazil. The complaint was poor aesthetics because of the GO. The patient had a medical history of a controlled epileptic state, and PHT was administered as an anticonvulsant medication. The clinical examination showed generalized edematous gingival tissues and presence of bacterial plaque and calculus on the surfaces of the teeth. The diagnosis was GO associated with PHT because no other risk factors were identified. Treatment consisted of meticulous oral hygiene instruction, scaling, root surface instrumentation, prophylaxis, and daily chlorhexidine mouth rinses. After this stage, periodontal surgery was performed, and histopathologic evaluation was made. The patient has been under control for 3 years after the periodontal surgery, and up to the present time, there has been no recurrence. It can be concluded that PHT associated with the presence of irritants favored gingival growth and that the association of nonsurgical and surgical periodontal therapies was effective in the treatment of GO. Besides, motivating the patient to maintain oral hygiene is a prerequisite for the maintenance of periodontal health.
Key Words: Gingival overgrowth, phenytoin, periodontal T here are many reasons for gingival overgrowth (GO). Mostly, proper oral hygiene is sufficient to achieve healthy gingiva. In some situations, however, GO is a manifestation of a genetic disorder or can be drug induced. Drug-induced GO (DIGO) is an adverse effect associated principally with 3 types of drugs: phenytoin
